Study objective -To analyse the role played by socioeconomic factors and self rated general health in the prediction of the reporting of severe longterm illness, and the extent to which these factors explain social class differences in the reporting of such illness. Main results -Socioeconomic and individual factors predict severe longterm illness regardless of the kind of reported disorder from which the subject suffers. The main predictive factor involved is health self rated as fair/poor, but exposure to high physical job demands proved to be the main explanation of the role played by socioeconomic class. There was a significant interaction effect between self rated general health and physical job demands with regard to the experience of severe illness. Conclusions -The results of the study strengthen the hypothesis that manual workers are not only more exposed to causes of illness that have important individual and social consequences, but also to the personal factors that determine different experiences ofillness. Interaction between these two kinds of factors (job demands and self rated health) suggests that socioeconomic and individual factors play different but complementary roles in the causal process leading to the experience of severe longterm illness.
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While disease refers to a medical view of pathological abnormality indicated by a set of signs and symptoms, illness refers both to a person's feelings of pain and discomfort' and to the psychological and social consequences of having to bear such pain and discomfort.2 In the view of some medical anthropologists, illness is shaped by cultural and social characteristics, including the experience of sickness. 34 Young,3 for instance, treats sickness as "the process through which worrisome behavioural and biological signs, particularly ones originating in disease, are given socially recognisable meanings, ie, they are made into symptoms and socially significant outcomes". This can be interpreted to mean that the actual degree of suffering experienced by an ill person is influenced by social context and the kind of life disturbance caused by the illness. On these lines, a chronic illness may be conceptualised as an event through which the structures of everyday life are disrupted,5 which may have quite specific social and individual consequences. For example, a back pain may be experienced with much greater intensity by a manual worker than a non-manual worker because the former is more likely to experience some restriction in his or her working capacity as a result of that illness; in turn, this may result in a more severe rating of the condition. Thus, self reported morbidity seems to be related to the salience of illness,6 not only in terms of actual feelings of distress, but also as a result of interactions between social, psychological, and environmental factors. Few studies, however, have treated severity of illness as an outcome variable, despite the fact that attention has been drawn to its importance.7-'0
In an earlier study conducted by the current authors (unpublished), a cross sectional design was employed to compare two different experiences oflongterm illness (severe and nonsevere) on the basis of the intensity of frequency of symptoms reported. We found that lower socioeconomic classes not only reported a higher prevalence of longterm illness, but also reported their illnesses as being more severe in terms of frequency of symptoms and the discomforts to which they gave rise. Despite this, observed differences between severe and non-severe illnesses in relation to the factors covered by the earlier study (social class, job demands, economic difficulties, social network, and smoking daily) proved to be due to interactions between these factors and other health dimensions, such as subjective health and perceived impairment of personal working capacity. Most of the studied variables could, however, be interpreted as either causes or consequences of illness, and the cross sectional design of the study did not permit us to draw conclusions on causality. The Over the years 1979-81, 24 421 people aged 16-74 years were interviewed. A random subsample of 9300 subjects was re-interviewed between 1986 and 1989-that is seven to eight years later. Those first interviewed in 1979 were re-interviewed in 1986-87, and those interviewed in 1980-81 were re-interviewed in 1988-89. The empirical base for the current study of subjects extracted from this population was defined in accordance with three criteria: subjects had to be 16-65 years old at the time of the first interview (T1); they had to be employed during the week preceding TI; and they did not report any longterm illness at Ti. Altogether 3889 individuals met the inclusion criteria (2210 men and 1769 women) and comprise the cohort in this study.
A measure oflongterm illness was created from responses to a combination of questions: "Do you suffer from any longterm disease/illness, effects of injury, disability, or weakness?" In the case of an affirmative response, the interviewer inquired further: "Could you elaborate on this a little more?", "What did the doctor say it was?", "What part of the body is affected?". Other questions, such as "In addition, do you have any other longterm illness, or suffer from the effects of injury, disability or weakness?" and "Do you take regular medication for anything else?", were included to cover conditions not reported in response to the preceding questions. In total, 24-9% (967 people) reported at least one illness on the second occasion of interview (T2).
The illnesses reported were later classified and coded by specially trained raters from Stat- A measure of the severity of illness constructed using three questions on duration ("When did the illness start?"), on frequency ("How often do you suffer from the effects of the illness?"), and intensity ("How much does your illness bother you?"). We regarded as Blank, Diderichsen Table 1 Classification of self reported longterm illness according to severity based on the frequency and discomfort of symptoms (S = severe and NS = non-severe) week; and/or the respondent had difficulty managing running expenses over the past year, forcing him or her to borrow from relatives or friends to buy food or pay the rent, to apply for public assistance for food or rent, or to pay the rent after the due date. * Self rated general health (excellent/good or fair/poor) was based on the question "How do you judge your general state of health?"
The effect measure used in this study was the odds ratio for severe illness; 95% confidence intervals were calculated by means of multivariate logistic regression. The importance of each factor to the explanation of differences in the reporting of severe illness between individuals was assessed from the proportion of the residual deviance in the full model accounted for by each variable separately. This proportion was obtained by dividing the reduction in deviance generated by the inclusion of a variable in the model containing all variables (except this particular one) by the deviance of the full model (containing all variables). The deviance is used to assess the significance of independent variables when constructing multivariate logistic regression models. 2' In order to analyse the influence of specific diagnoses on differences in the reporting of severe illness between manual and non-manual workers, we selected two rather prevalent groups: persons suffering from locomotive disorders (ICD/9 710-738) and those with cardiovascular disorders (ICD8: 390-458; ICD9: 390-459).
Interaction effects between variables were evaluated as departures from the additivity of effects (odds ratios). Such a procedure is suitable for testing the hypothesis that different factors have a role to play in the same causal step within the process that leads to the tested outcome.22 Odds ratios corresponding to the joint effects were calculated by means of logistic regression, using indicator variables. Two variables representing the presence of each factor in the absence of the other, and a third representing the presence of both factors, were constructed. The reference group consisted of people unexposed to either factor. A synergy index (SI), with 95% confidence interval, was also calculated. Table 2 shows that all the studied factors (measured at T1) with the exception of high psychological job demands predict the reporting of locomotive disorders as severe seven/eight years later, with manual workers having a 59% higher probability than non-manual workers of reporting severe illness even after controlling for other determinants. Economic difficulties, high physical job demands, and fair/poor health also differentiate between severe and non-severe illness.
From health reduces the effect of social class, the effect of these two variables is in part confounded by the impact of high psychological job demands, which increases the odds ratio for social class. High psychological job demands prove to be a predictor of severe longterm illness, particularly in the case of non-manual workers. Table 5 shows the same analysis performed as for table 4 , but with social class at TI substituted for social class at T2. The results are basically unchanged: high physical job demands remain the main factor explaining differences in the experience of severe illness between manual and non-manual workers. It is interesting to note, moreover, that "other classes" (60-2% consisting of self employed p<0-0001 Table 5 Odds ratios (95% CI) for severe illness in relation to persons not ill plus those with non-severe illnesses for the studied variables, analysing those that contnibuted to socioeconomic-class differences in severe illness at the time of the second interview (T2) persons) prove to report fewer severe illnesses than non-manual workers. The group of self employed individuals at T2, which stemmed from the group of employed manual and nonmanual workers at Ti, seems to be relatively very healthy. After controlling for age, gender, and employment status, all other groups containing individuals who were no longer classified as manual or non-manual workers reported 2-24 (1 -25-402) times as many severe illnesses as the self employed group.
Finally, confirming the validity of the predictive model displayed in the figure, exposure to high physical job demands shows a strong association with fair/poor self rated health at TI. Among people in highly physically demanding jobs, 6&7% rated their health as fair/ poor, in comparison with 3 9% of those facing low physical job demands (X2 =1 5678 p<O-00 1). In addition, an interaction effect was found between physical job demands and self rated health: the OR (95% CI) ofbeing exposed to high physical job demands among those who reported good health was 1L70 (138, 2 09); the OR for fair/poor health among those not exposed to high physical job demands was 3-06 (1 84, 5 09); and the combined effect was 6-35 (4-18, 9 65 ). The synergy index in this case was 1-94 (0.94, 3 99), implying that the effect on severe illness of being exposed to high physical job demands in combination with rating personal health as fair/poor was 94% greater than would have been expected on the assumption of additivity of effects. No confounding effect was observed when controlling for gender.
Discussion
The results of the present study clearly show that socioeconomic and individual factors predict the reporting of severe longterm illness regardless of kind of reported disorder. To a lesser extent, self rated health is also a predictor of non-severe illness. The main predictive factor that discriminates between individuals with regard to severity of illness is health self rated as fair/poor. However, exposure to high physical job demands proves to be the main explanatory factor in terms of the role played by socioeconomic class in the reporting of severe illness, and also in terms of class differences following the onset of illness.
Our findings concerning class differences are in line with Lundberg's earlier study.25 Although a quite different outcome measure was employed in that study, the author demonstrated that physical working conditions in conjunction with economic hardship during childhood, and to some extent health related behaviours, were the most important factors in explaining class differences in physical illness in Sweden. Exposures to heavy physical job demands are, undoubtedly, specific causes ofphysical illnesses such as musculoskeletal disorders; but in our study, the physical-job-demand factor also predicted severe illnesses of the cardiovascular system. This may, however, be due to the confounding effect of physical job demands on other exposures, such as poor decision-latitude at work,26 a characteristic that has been associated with cardiovascular disease.27 When interpreting socioeconomic variables as "causal factors", however, it should be taken into account that these are often markers for a complex set of social conditions and processes, all of which may be causally involved. 28 Although not important in explaining class differences, self rated health and economic difficulties were the most important factors in predicting differences in the experiences of severe illness between individuals. In fact, 5 0% of the population not reporting any longterm illness at T1 rated their health as fair/poor. While it is possible that unreported short term illnesses might explain part ofthis finding, other studies have shown that self ratings of health and reports of symptoms are not strongly associated. For example, a British study of 2500 subjects revealed that of 95% of adults who had reported symptoms of illness over the previous 15 days, only 31 showed that the physically disabled face a dramatically raised risk of suffering depressive symptoms, and that the severity of their problems is conditioned significantly by degree of function limitation and pain.
One important drawback of the current study is that individuals were observed on only two occasions, before and after the onset of illness. As a result, it was not possible either to follow possible changes over time in relation to the variables or more precisely to differentiate between individuals with regard to the onset of illness. Nevertheless, the longitudinal design of the study enables us to draw certain conclusions concerning causal relations between the studied variables and the severity of longterm illness. The small number of variables analysed within the confines of the study and the relative large residual remaining after data were fitted to the full model suggest that other socio-economic and personal factors must be taken into consideration in further analysis.
Our results strengthen the hypothesis that manual workers are not only more exposed to causes of illness, such as high physical job demands (which also have important social consequences, such as disability or absence from work through sickness), but are also more exposed to psychosocial influences that interact in some manner so as to generate illnesses that are experienced with greater intensity and frequency. How these two aspects interact to produce different experiences of illness is a new and important question that needs to be addressed in research on health inequalities.
